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| A recertification survey was conductad from ‘
| Saptember 17, 2003 through September 186,
2008. The survey was Initisted using the
\ fuhdamental survey process. A random gample
of two clients were selected from a population of - 1 : %
N four females with various disabilities. ' 2 od \o\\ 0
The findinge of this survey were based on GOVERNMENT OF THE DISTRICT OF COLUMBIA
\ obaervations at the group home and one day HE ALT!?EE%?JI%’%NO:[‘;&&E?R ATIO
program, Interviews at both the group home and TH CAPITOL ST., N.E., 2ND FLOO
| day program and review of clinical and 825 NORWASHINGTON SNE. 2N :
1 adminlstrative including the facillty's unusual Ut
| incidant and investigation reports.
W 125 | 493.420(a)(3) PROTECTION OF CLIENTS w1256
RIGHTS | |

The facility must ansure the rights of all cllents.
Therefore, the facllity must allow and encourage
individual clients to exercise thair rights as clients
of the facility, and as cltizens of the United States,
including the right to flle complaints, and the right
to due procass.

|

" This STANDARD is not met as evidenced by:
Based on observation, interviews with the
Qualifiad Menta! Retardatian Professional
(QMRP) and record review, the facllity failled to
demonstrate how the rights of all cllents were
pretected and failed to allow and encourage
individusl clients fo exsrcise their rights as cliants |
of the facility, and as cltizens of the United States
far 4 of 4 clients residing In the facility.

The finding includes: ' .

The facillty failed to ensure clients' fights were
protected by making cartain each cllent had &

ABORATORY DIRECTOR'S OR PROVIDER/ UFPLIER REFRESENTATIVES SIGNATURE TITLE XB) DATE
2/ :w Voo busitt loftyfed

Any deficlonsy ataenfant pnding with &n asterisk () denoles 8 daficlancy which the insiliution mey ba excusad fram corresting providing it is detarmined that
other sataguards provids sufficlant protection (o the patiants. (See Inetructions.) Excapt for nuraing homes, the findings stated above are disclasablo 60 days
foliowing the dato of Burvay whether of not a plan of comrection |s provided. For nuraing homos, the abave findings and plans of cocrection ara disclvecble 14 ¢
days foliowing the date theee documents. am wade available to the faelity. If daficlencles sre cited, @n approved plan of corraction Is nequisite to continued
program particlpation,
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W 125 | Continued From page 1 T w128 \
legally sanctioned represantative to asaist them . ‘A Wl
with making decisions residential placernent as \ Qur p ol n form in weriiy
evidenced below: | Mo wse, OF Y Plare |
5 During the survey canducted from September '] \ Cawghions wiB be fivea \°|\|.Ia )
\ 17-19, 2008, & door alarm was noted {0 sound | o s
each fime the exterlor door fo the facllity opened. | \ B OpPSY iy ko GFICw

Interview with the Qualified Mental Retardation opgodivin
Professlonal (QMRP) an Soptamber 18, 2008 at | N ancerns  oad ""‘l% be
approximately 2:45 PM revealad the putpose @ S e w Ve
the door alarm was to aq‘giress cnepnt #4's target || oo * e
pehavior of slopsment. The QMR further stated , AQRT ) w
that the use of the door alarm had been approved | Weg or 4 dagaiby vs. &5
by the Human Rights Committes (HRC). Review |
of the HRC minutes dated May 8, 2008 on
Soptember 18, 2008 at 2:35 PM confirmed the
QMRP's statement. ~

a.w»\\lsis . \

Gontinued interview with the QMRP revealed that \
Client #4's housemates wera informed of the and

they all approved aither by verbal response |
and/or by implication. The QMRP further ‘

revealed that Client #4's housemates legal I
guardians and/er involved family members were |
not involvad In the decision making process
regarding the door alarm.

assessments indicated that they did not wvidence
the capacity to make independent decisions on
thelr behslf regarding habliitation planning, ‘
placement, treatment, financial or medical \

Raview of Client #4'a housemates psychology \

matters.
W 158 | 483.430(a) QUALIFIED MENTAL w 159~
RETARDATION PROFESSIONAL

Each client's ant{ve treatment program must be \
integrated, coordingted and monitorad by a _ \

| qualified mental retardation professional.
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DATE

W 159 | Continued From page 2 W 158

This STANDARD is not met as evidenced by:
Basad on intervlew and record raview, the facllity
tailed to ensure that each client's active treatment
program was integrated, coordinated and
monitored by the Qualifled Mental Retsrdation
Professional (QMRP).

The findings include:

1. The QMRP feiled 1o ensure how the fights of e WS
all clients were protected and failed to allow and
encourage Individual clients to axerclse their
rights as clients of the facility, and as citizens of
the United States. [Ses W125]°

2. The QMRP falled to ensure that fire o
avaluation drlils ware conducted quartarly on all S, YR

shifts. [See 440]
W 325 | 482.460(a)(3)(ii)) PHYSICIAN SERVICES W 325

The facllity must provide or obtain annual physical
examinations of @ach client that at a minlmum
Includas routine scraening laboratory
axaminations ag detetmined negessary by the
physician.

This STANDARD is not met as evidenced by: .
Basad on observation, interview, and record
review, the facility falled to provide routine
laboratory testing as determined nacessary by the !
physician for one of two clients included in the : |
sample, (Cliant #1)

Tha finding Includes:

On Septamber 17, 2008 at 6:49 PM, Client #1 |
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W 325 | Continued From page 3

i W 325 |
was adminlstered Lithium Carbanats 300 mg by | :
|

mouth. Interview with the Tralned Medication R will ensure. Yhaet A

Employee (TME) revealed that the medication : \°l “lq

gas prescribed for maladaptive bohavion:. os Lalay are S€cued @b ‘
eview of Cllent #1's Physician's Ordars (POS) . ¢ . 5

dated Septembar 2008 on September 18, 2008 at pesiihed ia POS.

1:18 PM revealed.an order for the cllent to Nwsels  mond\ies S ati

receive Lithium levals every 2-3 months., Review Lot od

of the laboratory teats on Septemgler 18, 2008 at address Laby  end wheths

approximately 1:18 PM revealed Client #1 or * ey Woe

racalvad labs in July 2008, May 2008. and o i heen

December 2007, Further record review and aWined . Quarten BN

interview with the facility's Licensed Practical

o
Nurse Coardinator (LPN) on the same day at 1:55 | Nokes Shath Rvives  baon \

PM acknowledged that Cllant # 1's Lithium levels Nkes o enjup CPmplebéon
were not obtalned as recommended by the vl Labs a5 requice A
phyelclan. A
W 331 483.460(c) NURSING SERVICES W 331 |

The facility must provide clients with nursing
services in accordance with thelr needs.

Thizs STANDARD lg not mat as evidenced by: |
Based on intsrviaws and record raview, the
facility's nursing services falled to ensure that
each client raceived nursing services In
accordance with thelr needs for ona of two clients Sce W 3”-5
in¢luded In the eampla. (Client #1)

The finding includes: |
The facility's nursing staff failed to enaure routine |
laboratory tests were obtalned in accordancas with
physiean's orders for Cllent #1. [See W326) ,
W 356 | 483.460(g)(2) COMPREHENSIVE DENTAL | WaBs
TREATMENT

‘The facility must ensure comprahensive dental

FORM IcMs-zae'r;uz-ae) Pravious Varsions Obsclete Event ID:LZVC11 Facllity [D; 08@151 If continustion shaet Page 4 of 8-
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trastment services that include dental care
needed for rellef of pain and infections,
restoration of teeth, and maintenancea of dental
health.

This STANDARD is not met as evidenced by:
Basad on Interview and record review, the facillty
talied to ensura timely dental sarvices, for two of
two alients included in the sample. (Client #1 and
#2) -

|

|
1. On September 17, 2008 during evening l
observations, Client#1 was observed with some
digcoloration on her teath. Review of Cllent #1's
medical records on September 18, 2008 at .
approximately 2:10 PM revealed a dental consult
dated Septsmber 13, 2007, According to the
consult, Cllent #1 was scheduled for dental
treatment, but rafused to get off the van and
therafore, the appointment was rescheduled.
Interview with the Licensed Practical Nursa (LPN)
coordinator revealad that Client #1 had a dentai
appointment scheduled for Octoker 6, 2008 over
a year latar. Interview with the facility'a
Registerad Nurse (RN) on Septembar 18, 2008 at
appreximately 2:18 PM ravealed that Client #1
should have bean scheduled for her six month
dental treatment prior to the October 2008
appointment. There was ho avidence that any
othar attempts 1o obtain dental sarvices for Cliant

The findings Includes;

#1 prior to October 2008,

2. On September 17, 2006 during evening
cbservations, Client #2 was obsarved with plague

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
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WHOLISTIC 08 WASHINGTON, DG 20017
UMMARY STATEMENT OF DEFICIENCIES iv] PROVIDER'S PLAN OF CORRECTION (xS)
ggg);tnx (EAgH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE ACTION EHOULD SE GOM;AL.FEI'IDN
TAG REGULATORY OR L3C IDENTIFYING INFGRMATION) TAG CRDMEFEREEEE\%IE?I 'cl'y)E APPROPFRIATE \
, : |
W 356 | Continued From page 4

wsss\

|

.
|

Deatu)  Stvices 'h_.‘;d, Ween |I
Chatlenying A% Schad-le. Wl

]
Geking  Appeintmenadd o
irwpre Ve d swb s bty .
The qUanher &% Spuin +
huy been Complebed . Iy
| '\.’N-h\-wz. oy deloys
WA seewsing  appoinimedd
Sl e docwmeadish in
WMo Recordh s Lotk o\
veCommpod advons  Shad)
Be huorcriBegd §n e
Nuries ®entnlg and

| bulld up on her teeth, Review of Clisnt #2's impleme mhinione NBted
’ medical racords on Septamber 18, 2008 at L A e (ecodd
FORM CMS-2587(02-68) Previous Versions Obsolety . EventiO:L2vCN
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PREFIX
TAG |
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- PREFIX

TAG

| PROVIDER'S PLAN OF CORRECTION
(EACH CORREGTIVE AGTION BHOULD BE
| CROSS-REFERENCED TO THE APPROPRIATE
DEFICIENCY)

(X8)
COMPLETION
DATE

W 356 ! Continued From page &

approximately 3:15 AM revealed a dental consul
dated July 30, 2007. According to the
consultant’s notes, the cllent had advanced
periodontal disesas and deposits of plaque

| calculus on all taeth surfaces. The dentist
racommendad that Client #2 retumn to the office

for full mouth scaling and polishing of all teeth
surfaces in slx months. Interview with the LFN |
coordinator on September 18, 2008 at
approximataly 3:35 PM revealed that Clent #2 |
had a scheduled dental gppoinimeant on
September 24, 2008 (over a yaar |ater). At the
time of tha survey, the fa¢ility falled to provide
evidence that Client #2 received timely dental
services. |

W 371 | 483.480(k)(4) DRUG ADMINISTRATION

The system for drug administration must agsure
thet clients are taught to administer theair own
_madications if the interdisciplinary team
determines that self-administration of medications
i an appropriata objective, and If the physician
does not spacify othetwise.

This STANDARD is not met ag evidenced by:
Based on observations, staff intorview and the
review of recorde, the facility falled to implemant
an effactive system to ensure that each client
participated in a self-medication training program,
for two of two clients Included in the sample.
(Cllent #1 and #2)

The findings Include:

4. On September 17, 2008 at 6:48 PM, Client #1
was administerad Lithium Carbanate 300 mg and |
Chiorpromazine HCL 50 mg by mouth by the

Trained Medication Empleyee (TME) during the

W 356 : l

win

(
| |
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W 371 Continued From page 6 W 371
evening madleation administration. Cllent #1 was
observed to retrieve & cup from the dishwasher
and poured water into the cup. Further
observations revealed the TME punched
medications into the pill cup and explained the
madications to Client #1. Client #1 Independently
consumegd har medications and placed the cup
back into the kitchan sink.

Interview with the facility's Registered Nurse (RN) Se\§ - wedi phon P bor |y o|1¢ |
on Septembar 18, 2008, at approximately 2:00 ) e '{
PM ravealed that Client #1 had s self-medication cliear ¥ 4is iwh plece,

agsgeasment datad June 18, 2008, but did not :

have a salf-medication program established.
Review of the eelf-medication assessment on
September 18, 2008, revealed Cliant #1 was
recommended to participats in 8 self-medication
program. There was no evidence that a program
had been identified/establishad for Client #1 In:
the domain self-medicatian administration.

2. On Septarmnber 17, 2008, at 7:00 PM, Client #2
was adminiatared Amantadine HCL 100 mg and
Gabapentin 300 mg by mouth by tha TME during
ths evening medication administration, The TME
axplained to Cllant #2 what she waa taking,
punchad medications Inta the medication cup,
and poured water in the cup. Client #2 was SEIE ~Meds abun  pregim for oy
obaerved to drink her cup watar as she :
consumed the medications. CClieat M 2 i e place,

Interview with the facillty's Registarad Nurse (RN) '
on Septamber 16, 2008, at approximately 2:00 ‘
PM ravealed that Client #2.had 2 salf-medication:
asseasment but dld not have a sef=medication
programs established, Review of the
salf-madication asasssment dated June 12, 2006
and further interview with the RN revealad that -
Client #2 was recommanded o participate in &

FORM CMS-2507(02-90) Praviouy Veralons Coaotats Event ID; L ZVE11 Faclity |D: 09G161 I sentinustion aheet Page 7 of 9
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W 371 | Continued From page 7 : A TA
salf-medication program. There was no evidence
that @ program had been identified/established for
Client #2 In the domain gelf-medication .
administration. "
W 440 | 483.470(1)(1) EVACUATION DRILLS W 440

The facility must hold evacuation drille at least
quarterly for sach ehifi of paracnnel,

This STANDARD s not met aa avidenced by:
Basad on staff Interview and re¢ord raview, the
facilityﬁfailed 1o hold evacuation drills quarterly on
all shifts,

The finding includes:

| Interview with the Qualified Mental Ratargation
Professional (QMRP) and raview of the staffing
pattarn on September 18, 2008 at 11:56 AM
ravealed the scheduled shifts were as follows:

Weekdays/Weekends

1st Shift 8 AM to 4 PM
2nd Shit 4 PM to 12 AM
3rd Shift 12 AM to 8 PM

Further interview with the QMRP revealed that the
staff were required te eonduct a drll quarterly
during each shift. Review of the fire drill log from
Auguet 2007 through August 2008 on September
18, 2008 at 11:58 AM revealed that the facllity
failed to hold fire evacuation drills quarterly during
the first shift. Continuad intervisw with tha QMRP
acknowiedged thet firg drills had net baen
conducted during each shift. There was no

evidence that fire drills were conducted quartarly

will

| S e b e bhised
en T bAVW schedule
and, Meir (el i W2
VA Pl men e s, Prowdee
Whas  isswesh re py mand

o Wowge Menag i Fer Fuibaf
FO imlermaat e (lggulstize
Ps Sk kg been rmined
Multiple times, “This 1y

He luat bme Mty Do Vity
Will reciove dugg cidnhom |

l

. Wh"h"l‘-
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W 440 | Continued From page 8 W 440 |
: on all shifts.
This is a repeated, uncorrectad deficiency. See
deficiency report datesd August 22, 2007,
f
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The criminal background check shall disclase the
criminal history of the prospactive amployee or
contract worker for the pravicus seven (7) years,

! In all Jurlsdictions within which the prospective

employee or cantract worker has workad or
rasided within the sevan (7) years prior to the
check.

This Statute is not met as evidenced by,

Basged on the Intarview and review of records, the
GHMRP failed to ensure criminal background
checks for the pravious seven (7) years, in all
Jurisdictions whers staff had worked or residad
within the zeven (7) years prior to the chaeck.

The finding Includes:

Intsrview with the Quallfisd Mental Retardation
Professional and review of the parsonnal files on
Saptember 19, 2008 at 12:32 PM revealad the
GHMRP falled to provide evidence of @ criminal
background checks that disclosed a seveh year
listing of all jurisdictions whare five (5) staff

WHOLISTIC 08 WASHINGTON, DC 20017
(%4) 1D SUMMARY ETATEMENT OF DEFICIENCIES D PROVIDER'S FLAN OF CORRECTION )
PREFIX (EACH DEFICIENCY MUET BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG GROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
R Q00 INITIAL COMMENTS, R 009
! A licensure survey was conducted from
. September 17, 2008 through Septembar 18,
2008. The survey was initiated using the
fundarnental survey proceas. A random sample
of two cliants were selectad from a populstion of
¢ four females with varicus dleablliiies. -
The findings of this survey were based on (Q@CMU@,& 0] \lg T)Q,
observations at the group home, one day GOVERNMENT
program, Interviews at both the group home and DEPE\);T}:I-';N?‘ g};ﬂgng’;cowm "
day program, review of clinioal and administrative HEALTH REGULATION ADMINISTRATION
records to include the facllity’s unusual Incident 825 NORTH CAPITOL ST., N.E., 2ND FLOOR -
and investigation reports. ~ WASHINGTON, B.C. 20002
R 125 4701.6 BACKGROUND CHECK REQUIREMENT | R 125
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] 000! INITIAL COMMENTS

A licansura survey was conducted from
Saptember 17, 2008 through September 18,
2008. The survey was initiated using the .
fundamental survey process. A random sample
of two clients were seloetad from a population of

| four females with various disabllities.

‘The findings of this survey wera baged on
ohservations at the group home, ona day
program, interviews at both the group heme and
day program, review of clinical and adminlistrative
recorda to include the facllity's unusual incident
and Investigation reports.

3501.5 ENVIRONMENTAL REQ / USE OF
SPACE

Each window shall be supplied with curtaing,

-| shades or biinds, which are Kept ¢lean, and In

good repalr.

This Statute is not met as evidenced by:
Based on gbservation and Interview, the GHMRFP
falled to ensura blinds and curtains at each

"~ window.

The findings Include:

Ohservation of tha environment congducted on
Septamber 19, 2008 ravealed that the blinds
throughout the facliity was observed to ba
damaged. Interview with the House Managar and
Qualifiad Mental Retardation Prefessional
(QMRP) on September 18, 2008 at approximately
2:50 PM acknowledged that blinds nasded to be
raplaced through the facility.

3505.5 FIRE SAFETY

1 000

1 022
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1133 | Continued From page 1 1135

Each GHMRP shall gonduct simulabad fire drills In
order to test the effectiveness of the plan at laast
four (4) times a yaar for =ach shift.

This Statute is not met as evidenced by;
Based on staff interview and record review, the
GHMRP facility falled to hold evacuation drilis
quarterly on all shifta.

The finding includes:

Interview with the Qualified Mental Retardation
Professional (QMRP) and reviaw of the ataifing
pattern on Saptember 18, 2008 at 11:66 AM

revealed the scheduled shits ware as follows: See w <™y

Weekdays/Weskends WM~

1at Shift 8 AM to 4 PM
2nd Shift 4 PM to 12 AM
3rd Shift 12 AM to 8 FM

Further interview with the QMRP revealed that
the staff ware required to conduct a drlll quarterly
during mach shift. Raview of the fire drill log from
August 2007 through August 2008 on September
18, 2008 at 11;56 AM revealed that the facility
failed te hold fira evacuation drille quarterly during
the firet shift. Continued interview with the QMRP
scknowledged that firs drills had not baen
conducted during each shift. There was no
avidance that fire drills were conducted quarterly
on ali shifts.

| This Is a repeated, uncorrecied deficiency. See
deficiency report dated August 22, 2007,

Heelth Regulation Adminlstration .
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1208| Continued From page 2 1208
1206 3502.6 PERSONNEL POLICIES 1208

Each employee, prior fo emplayment and
annually theresfter, shall provide a physician ' s
cartification that a health Invontory has been
performad and that the employes ' 8 health status
would allow him or her to perform the required
duties.

This Statute is not met as avidenced by.

Based on Interview and recerd review, the

GHMRP failed 1o ensure that all staff had current \ Coadren, \e

health certificates on file. : BU - consutinmng Hy [ Iy

‘ havts  an updateed physical,
The finding Includes:

Interview with the Qualifed Mantal Retardation
Professional and review of the parsonnal files
conducted on September 18, 2008 at 12:32 PM
revealed the GHMRP failed to provide evidence
of current health certificates for ohe ¢consultant at
the time of the survey.

378 3619.10 EMERGENCIES 1879

In addltion to the reporting requirement In 3519.5,
each GHMRP shasll notify the Department of
Health, Health Faclliies Divisian of any other
unusual incident ar evant which substantially
intarferas with a resident ' s health, welfare, living
arrangement, well baing or In any other way , .
places the resident at risk, Such notification shall
| be made by telsphone immedistely and shall be
followed up by written notification within
twanty-feur (24) hours or the hext work day.

|
Faath Regulation Adminatration
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This Statute ig not met as evidenced by:

Based on interview and record review, tha
GHMRP failed to ensure that injuries of unknown
origin are reported to the facility's administrator
and govarnmant agencies as required by DC
Regulation. [22 DCMR Chapter 35 Section
3819.10]

The finding includes:

interview with the facility's Gualified Mental
Retardation Professional (GMRFP) and raview of
the facliity's incidants reports, in¢luding avzilable
corresponding investigative reports, on
September 18, 2008 at 11:31 AM ravealed the
following:

On May 26, 2008, 911 personne| was called to

transport Resldant #4 to CEPAP who at the tme
was axhibiting maladaptive behaviors that could
potentially cause harm to harself and others.
Continued review of the facllity's incldente falled
to pravide evidence that the Incident was raported
to the Department of Health as required.

3520.3 PROFESSION SERVICES: GENERAL
PROVISIONS '

Professional servicss shall include both diagnosis
and evaluation, including identification of
davelopmentsl levaels and needs, treatrnent
services, and seryices designad to prevent
deterloration or further loss of function by the
rasident.

This Statute is hot met as evidenced by:
Based on observation, interview, and record
raview, the GHMRP failed to provide routine

| laboratory testing as detsrmined necessary by

1379
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the physiclan for one of two residents included In
the sample. (Resident #1)

The finding includes:

On September 17, 2008 at 6:49 PM, Resident #1
was administered Lithium Carbonate 300 mg by
mouth. Intstview with the Trainad Medication -t
Employee (TME) ravealed that the medication W ith
was prescribed for maladaptive behaviors.
Review of Resident #1's Physiclan's Orders
(POS) datad September 2008 an September 13,
2008 at 1:18 PM revesled an order for the cliant
Io raceive Lithium levels every 2-3 months.
Further record review and interview with the
facility's Licensed Practical Nurse Coordinater
(LPN) on the same day at 1:55 PM acknowiedged
that Resldent # 1's Lithium lavels were not
obtained a8 recommeanded by the physician.

1472 3522.3 MEDICATIONS 1472 '

The physician who identifies the
salf-administration of medications as a goal fora
resident shall develop and monitor the plan for
Implemeantation. ‘

This Statute is not met as avidencad by:
Based on observations, interviews, and racord See WO
reviaw,thea GHMRP falied to ensure the
implemantation of self-medication programs for
resldents.

The finding includes:

See Federal Deficiency Report Citation W371

| 500 3523.1 RESIDENT'S RIGHTS i 600

|
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This Statute (s not met as evidenced by:

Based on observation, interviews with the
Qualified Mentsl Retardation Profaessionsl
{QMRP) and record review, the facllity falled 1o
demonsirate how the rights of all clients were
protected and faljad to‘allew and encourage
individuat ¢llents to exarclse their rights ma clients
of the fagility, and as citizans of the Unlted Statea
for 4 of 4 clients reslding In the facllity.

The finding ingludes:

The facility failed to ensura clients' rights were
protectad by making certain each client had &
legally sanctioned representative to assist them
with making declsicns residantial placement as
ovidencad below:

During the survey conducted from September
17-19, 2008, a door alarm was noted to sound

'| egch time the extarior door to the facility opened.

Interview with the Qualified Mantal Retardation
Professional (QMRP) on September 18, 2008 at
approximately 2:45 PM ravealed the purpose of
the door algrm wes to address Client #4's target
behavior of slopement. The QMRP further stated
that the usa of the door alarm had been approved
by the Human Rights Committee (HRC). Review
of the HRC milnutes dated May 8, 2008 on
Septembar 16, 2008 at 2:35 PM oonfirmed the
QMRP's statement.

Continued interview with the QMRP revealad that
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‘Each GHWMRP resldence director shall ensura
that the rights of residents are observed and
profected \n accordance with D.C. Law 2-137, thie w!
chapter, and r licable District an [ 1 5' \
Iaw: other app! istrict and federa Cee W bfog
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Client #4's housemates were informed of the and
they all approved either by verbal response
and/or by implication. The QMRP further
ravealed that Client #4's housemates l=gal
gudrdlans and/or Involved family members wera
not invalved In the decision making process
regarding the door alarm.

Review of Client #4's housamates psychology
assassments Indicated that they did not avidence
the capacity to make independent declsions on
their behalf regarding habilitation planning,
placement, treatment, financial or medical .
matters. ' ,
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